10.1 million to 14.4 million by 2030. 1 Yet the American Geriatrics Society estimates that there are fewer than 1800 geriatric psychiatrists in the United States today and that by 2030 there will be only about 1650 -less than 1 per 6000 older adults with mental health and substance-use disorders. The IOM's 2012 workforce report on this topic, aptly subtitled In Whose Hands?, confirms that we will never be able to train enough specialists in geriatric medicine and geriatric psychiatry to care for this rapidly growing and highly vulnerable population. Indeed, more than half the fellowship positions in geriatric medicine or geriatric psychiatry go unfilled each year (see graph), and according to the American Psychological Association, only 4.2% of psychologists focus on geriatrics in clinical practice.
Older adults with mental health disorders have greater disability than those with physical illness alone, as well as poorer health outcomes and higher rates of hospitalization and emergency department visits, resulting in perperson costs that are 47% to more than 200% higher. 1,2 Yet mental health services account for only 1% of Medicare expenditures. 1 Formulating and implementing policies to build the geriatric mental health workforce to address these needs has been notoriously difficult, especially since different federal agencies hold responsibility for mental health services and aging services.
Fortunately, the IOM report resists declaring yet another "crisis" requiring the training of more geriatric specialty physicians -an alarm and recommendation that has been repeated in vain for more than 90 years. 3 Instead, the unprecedented aging of the population requires an unprecedented shift in the delivery paradigm for geriatric mental health care.
The new Medicare Annual Wellness Visit highlights for primary care physicians this challenge of meeting the health care needs of older adults: it requires screening for depression as well as the detection of cognitive impairment, thus adding newly identified disorders but without additional resources, trained personnel, or additional reimbursed time to provide follow-up services. The IOM report begins to address the shortfall of geriatric mental health
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Stephen J. Bartels, M.D., and John A. Naslund, M.P.H. A pproximately 5.6 million to 8 million Americans 65 years of age or older have mental health or substance-use disorders, and the Institute of Medicine (IOM) estimates that their numbers will reach providers by recommending that training in evidence-based treatment of mental health and substance-use disorders be provided to all primary care clinicians, nurses, care managers, allied health care professionals, and social service providers who care for older adults. Beyond promotion of these broad training initiatives, additional novel solutions will probably be needed. For example, clinical capacity could be extended by developing a workforce of health coaches and lay community health workers trained to provide screening and brief interventions for geriatric mental health and substance-use disorders.
Evidence of the potential effectiveness of such solutions comes from unconventional sources. Consider, for example, developing countries where mental health care providers are scarce. 4 A randomized trial involving 2796 patients in Goa, India, showed the effectiveness of having lay health counselors provide stepped-care screening for and treatment of common mental health conditions in collaboration with primary care physicians and a consulting mental health specialist. Other trials from India, Chile, Pakistan, and Uganda have similarly shown that a workforce largely comprising nonmedical mental health workers can successfully deliver interventions for depression, anxiety, and schizophrenia (see table). 5 Although none of these programs specifically target older adults, all age groups were included, so it may be feasible to use "reverse innovation" to adapt these solutions from resourcepoor countries to compensate for the U.S. workforce shortfall. Employing lay counselors might also more effectively engage elderly people from ethnic and racial minority groups -the fastest-growing group of U.S. seniors and one less likely than white se-niors to seek care from conventional mental health providers.
Other potential solutions might capitalize on older adults' increasing use of Internet-based and mobile health technologies, which offer opportunities to provide screening and treatment that might otherwise be inaccessible, or not sought, owing to lack of transportation, limited mobility, or stigma. For example, smartphone applications can support detection, monitoring, and selfmanagement. Brief psychotherapy can be delivered to at-risk older adults through telehealth systems or automated Internet-based programs. In addition, social media may be leveraged to engage peer support that may help prevent depression by allowing older adults to overcome isolation caused by a spouse's death or their own disability from chronic illness.
Thus, our response to the inquiry "In whose hands?" is twofold. First, it will take many types 1 9 9 6 -1 9 9 7 1 9 9 7 -1 9 9 8 1 9 9 8 -1 9 9 9 1 9 9 9 -2 0 0 0 We believe that steps should be taken to mandate the inclusion of older adults in federally funded research unless there is scientific justification for excluding them, and we agree with the IOM that immediate steps are needed to re-store the national program supporting the implementation of geriatric community mental health and substance-use programs. Emerging Medicare accountable care organizations should integrate geriatric mental health and substance-use expertise as components of health coaching and chronic disease management for patients with complex, high-cost health conditions. The potential for prevention must also be tapped, in part through the adoption of evidence-based psychological interventions that reduce the incidence of depression among patients with health conditions associated with greater risk, such as stroke and macular degeneration. Finally, the fragmentation and neglect of services and research may be addressed by creating a dedicated federal office responsible for overseeing funding and coordination across the different agencies responsible for aging, mental health, and substance-use disorders.
Although these reforms are necessary first steps, they will be insufficient without dramatic changes in what we do and how we do it. If we recognize that mental health care is a core component of general health care for aging Americans and transform the health care workforce accordingly, there may be hope that we can weather the approaching "silver tsunami."
